THE following case is interesting from its comparative rarity and on account of the excellent result obtained by radical operation. The patient (Lance-corporal W.) was wounded twenty-one months ago (August 20, 1916) by shrapnel, causing a lacerated wound from below the left ear to the left eye. The wound was closed in France. The patient went to various hospitals and on November 21, 1916, there is a note that the jaw was getting stiff and the little finger only could be inserted between the incisor teeth. Attempts to open with gag produced no improvement. The X-ray report April 24, 1917, reads: "There is no sign of fracture of ascending ramus. The joint surf'ace appears a little roughened." X-ray report, July 8, 1917: "I do not think there is ankylosis of temporo-mandibular joint, 2 locking of jaw owing to overgrowth of callus." X-ray report, February 22, 1918:
' At a meeting of the Section, held April 8, 1918.
"Arthritisof left temporo-mandibular joint. Fracture of zygomatic arch and comminution of the coronoid process." In February of this year the patient came under my care. The condition then was that the incisors could be separated a quarter of an inch and the jaw then became absolutely locked. The zygoma could be felt to move slightly in its anterior third. The wounds were healed and the eye had been enucleated. I decided to explore the joint.
Operation, February 28, 1918: Rectangular incision, above zygoma turning down over position of condyle and downwards anteriorly over position of fracture in zygoma. On exposure of the zygoma and neck Shows condition found at operation-neck of mandible ankylosed to zygoma. of condyle, it was found that there existed a dense osseous union between the two on a plane lateral to the joint. The coronoid process was adherent to the anterior part of the zygoma by dense fibrocicatricial bands. An attempt was made to excise the ankylosed portion without removing the head of the condyle, but this having been done, it was found on exposing the joint that the latter was totally disorganized and densely adherent to the remains of the glenoid fossa. The head of the bone was therefore also removed. In order to prevent a fresh ankylosis-fibrous or osseous-a flap of temporal muscle was turned down and interposed between the glenoid fossa and the neck of the mandible and sutured in this position. The adhesions between the coronoid and zygoma were freely removed, and the freedom in jaw movement was immediate. A small appliance was inserted in the mouth between the teeth on the left side to prevent the left ramus from being unduly elevated.
The patient's present condition is that he can open his mouth quite widely; he has no pain, and the articulation of the teeth on both sides is almost, if not quite, perfect. He cannot masticate hard substances yet, but as he has not masticated anything for 21 months, this is not surprising, and it will, I have no doubt, soon be remnedied. No stretching nor forcible instrumentation have been applied since the operation. This method of dealing with ankylosis is, I think, to be preferred to Esmarch's operations for the following reasons: (1) It can be done aseptically.
(2) To get a corresponding opening between the teeth, less bone has to be removed. (3) The actions of the temporal masseter and internal pterygoid muscles are preserved. (4) There is no trouble from heemorrhage as there may be from the inferior dental artery.
(5) There is no necessity to injure the facial nerve if the vertical incision is not carried too low. (6) There is much less likelihood of recurrence.
